"real world" clinical settings. Kelleher (1999) suggested that "pediatric psychology investigators . . . must expand their models of intervention research to consider the myriad factors that influence the implementation, dissemination, and conduct of interventions in primary care settings" (p. 460). He noted that system-level factors, such as organization of services and provider characteristics, might affect the effectiveness of such interventions. Indeed, such implementation issues should be understood before attempting to study the impact of an intervention on children's outcomes and can be viewed as intermediate outcomes themselves (Kelley, Nixon, & Bickman, 2000) .
Mental health services research offers a needed approach to examining moderating factors that affect use and access, as well as individual outcomes for children and families (Barnes, Stein, & Rosenberg, 1999; Drotar, 1997; Kelley et al., 2000) . One component of mental health services research, process evaluation, provides an empirically based and comprehensive approach to understanding how a program functions. Process evaluation, also known as formative evaluation or program monitoring, uses a variety of methodology tools, including record review, interviewing, focus groups, on-site observation, and case studies (Brownson et al., 1997; Devaney & Rossi, 1997; Owen & Rogers, 1999; Weiss, 1998) . Process evaluation findings are typically used both to identify potential revisions to improve a program and to plan an impact evaluation.
Process evaluation focuses on system and organizational factors in the implementation of clinical services, which corresponds to the investigation of outcomes in pediatric settings as identified by Kelleher (1999) . Furthermore, process evaluation presents a responsive methodological approach to introducing a research agenda into clinical settings. It has been suggested that conducting a process evaluation can lead to changes in attitudes about and increased commitment to evaluation research (Owen & Rogers, 1999) . For interventions in pediatric settings, evaluation of referral patterns for mental health services is critical, given that medical providers are often the gatekeepers to psychosocial services (Costello et al., 1988; Dulcan et al., 1990) . In addition, understanding the nature of the presenting concerns for referred children and the initial use of services would allow a program to better target clinic needs.
This study presents initial findings from an ongoing process evaluation of a hospital-based mental health clinic designed to help children facing medical stressors. A primary goal of the clinic was to identify existing clinical needs of patients and providers within the hospital and to develop specialized interventions and research initiatives responsive to those needs and feasible given resource constraints. The process evaluation was conducted during the phase of clinic development and was used to inform its subsequent evolution and continuing evaluation.
We examine the feasibility of establishing this clinic by describing the system and organizational components that affect the use of clinic services, including child's presenting concern characteristics, service use factors, and referral source information. This project is unique in that it represents the first description of the use and integration into hospital services of a medical coping clinic for children affected by medical stressors. The discussion will present the findings related to development of the clinic, as well as focus on the benefits of an ongoing program evaluation approach in identifying future questions.
Method

Program Description
The hospital records approximately 18,000 inpatient admissions each year, and its more than 100 outpatient clinics and emergency services care for over 275,000 patients annually. The outpatient program in the hospital's Department of Psychiatry has about 19,000 patient visits annually, of which nearly 30% are for youngsters with physical illnesses. These outpatient services are divided into a general clinic as well as several specialized clinics (i.e., urgent care, Latino, neuropsychology, and mood disorders). The department also operates a pediatric psychiatry consultation program that evaluates nearly 800 medical and surgical inpatients each year. All program services are funded through third-party payors or self-pay by parents. Because the hospital is a member of nearly all state insurance networks, almost all families can be seen in the department.
Informal communications with medical providers and a review of referrals from the department's pediatric psychiatry consultation program indicated a need for an outpatient program that would centralize and standardize the mental health care of
Sample Selection
Three sources of record review provided information for the process evaluation. Hospital administration records provided information on child gender, age, and service use characteristics, including date of initial evaluation appointment and length of services. Intake office records provided information about a child's presenting clinical concern and referral source. Records from these two sources were then matched with clinic medical records.
Using the above process, we reviewed clinic records between September 1998 and May 2000, resulting in an initial sample of 406 children. For 35 cases, the date of clinician assignment could not be verified. In the majority of these cases, the patient did not have a medical problem and was transferred to another psychiatric outpatient clinic. An additional 15 cases were assigned, but contained conflicting or missing information from the three sources for the record review. These 50 cases were treated as missing, resulting in a final sample of 356 children.
Presenting Concerns Categories
Parents who contacted the intake office to request an appointment are asked to provide a brief description of their concerns about their child, a summary of their child's medical situation, and any additional relevant background. Using this initial information provided by parents, the clinic co-director categorized cases into three broad groups. Case categorization was based on the initial referral concern, rather than concerns that may have emerged during evaluation or treatment.
Parents who identified adjustment to chronic illness as the primary concern constituted a chronic illness group. Common presenting issues in this group included individual and family adjustment to diagnosis, adaptation to illness-related functional impairments, adherence to a medical regimen, and emotional disturbances related to chronic illness. Parents who identified pre-or postprocedural adjustment problems or general medical anxiety were categorized in a procedural group. This group included children facing routine well-care procedures (e.g., shots) and diagnostic procedures (e.g., a catheterization procedure to test for urological abnormalities), as well as children with chronic illness dealing with treatment procedures (e.g., a surgical children facing medical stressors. In response to this need, the Medical Coping Clinic was established in the Department of Psychiatry in 1998. Several avenues were used to disseminate information about the clinic within the hospital, including staff websites, staff and patient newsletters, liaison and development of materials for a hospital-based family resource center as well as direct contact with individual pediatricians, nurses, psychology/psychiatry consultants, child life specialists, and social workers throughout the hospital.
The name, Medical Coping Clinic, was selected to emphasize positive adaptation to physical illness and to facilitate parental acceptance of a mental health referral. The mission of this program was to provide and study a range of mental health interventions for children facing acute and chronic medical stressors. Using a biopsychosocial approach, the clinic aims to assess the interplay of medical and psychosocial issues; build on existing strengths and protective resources of both the child and the family; provide cognitive, emotional, and behavioral coping strategies to manage stressors; and provide psychoeducation about the psychological aspects of medical disease. The clinic model emphasizes ongoing contact and collaboration with medical and support staff around these issues as a valuable component of the child's overall health care. The staff of this clinic consists of 1.5 full-time equivalent (FTE) staff psychologists, 0.2 FTE staff psychiatrists, and 1.0 FTE trainees in both psychology and psychiatry. For training purposes and to facilitate awareness of current empirical intervention research, teaching conferences were held weekly.
All referrals for outpatient care are made through a central intake office. For the majority of cases, parents are given the intake office's telephone number by a referring party and are asked to call the intake office directly for an appointment in the Medical Coping Clinic. A smaller number of children are referred to the clinic by intake office staff because a parent calls with a primary medical concern.
Prior to scheduling the first evaluation appointment, cases referred to the clinic are reviewed by the clinic's co-director (MVH). Cases that fit the Medical Coping Clinic criteria are assigned to individual clinicians based on availability, area of expertise, and expected match with the family. Cases that do not fit the clinic criteria (i.e., those that do not involve medical issues) are reassigned to one of the other outpatient psychiatry services or are referred to an appropriate external agency.
procedure for a child with congenital heart disease). The last group, other concerns, included all other children referred for a myriad of concerns, including acute injuries, grief issues, and adjustment to sibling or parent physical illnesses.
The primary presenting concern was categorized by the first author (SDK) for approximately 25% of the cases from the original sample (n ϭ 107) and compared to the categorization by the clinic codirector. Interrater-reliability was calculated using the kappa coefficient and percent agreement. Agreement between raters was excellent, according to Cicchetti and Sparrow's (1981) standards, with a kappa of .81 and percent agreement of .89.
Service Use and Referral Source
Service use information included date of intake, including whether or not a child was actually seen for an initial evaluation appointment after it had been scheduled. Length of services referred to the number of completed sessions according to hospital administration records.
Referral source was first categorized as within the hospital or from an outside agency. Referrals from within the hospital were further categorized into four groups: (1) specialty pediatrics, consisting of referrals from pediatric medical or surgical specialists; (2) primary pediatrics, consisting of referrals from primary care pediatricians; (3) psychiatry, consisting of referrals from the inpatient pediatric psychiatry consultation program or other outpatient psychiatry services, and (4) support services, consisting of referrals from nonphysicians within the hospital (e.g., social workers, child life specialists, or family resource staff). Table I presents child and service use characteristics, as well as referral source information for the 356 children who were referred to the Medical Coping Clinic. There were nine adults, ages 20 years and above. Slightly more than half the children were female, with ages for all the children ranging from 1 month to 19 years of age. The primary concern for approximately half of the children was categorized as chronic illness, followed by the procedural and other concerns groups.
Results
Baseline Characteristics
About a quarter of the children referred for services were not seen for an initial evaluation interview. Information pertaining to reasons for not following through with a referral was not consistently documented or available. Because the hospital is a member of nearly all state insurance networks, there would be few patients who could not be seen due to lack of insurance coverage. Thus, the majority of cases not seen involved a parental decision not to follow through with a physician's recommendation. For those cases with documentation, among the reasons given were no interest, no perceived benefit, insufficient time or resources, and excessive distance from home. Of those children who did receive services, 14% were in continuing treatment at the end of the review period. For those who had terminated treatment during the review period (n ϭ 213), 50 cases 
Within hospital 88
Hospital department c
Specialty pediatrics 57
Psychiatry 25
Primary pediatrics 13
Support services 5
a Age was computed for cases below 20 years of age only, resulting in a sample of 347. b Any referral information was missing for 24 cases, resulting in a sample of 332. c Includes only referral sources from within the hospital. For two cases, the department source was missing, resulting in a sample of 281.
acute hospitalization who had been referred to the Medical Coping Clinic for continuing services on an outpatient basis, which were not indicated after the acute stressors of hospitalization subsided. There were no differences by referral source for likelihood of a single session only.
The average number of sessions was positively skewed and kurtotic due to the influence of several outliers, so only those cases below the 90th percentile (13.6 sessions) were used in analyses. For those 147 cases with 2 to 13 sessions, the mean was 5.1 sessions (SD ϭ 2.8). There were no differences in the average number of sessions by presenting concern or by referral source.
Rate of Growth. The number of referrals over time did not significantly differ by presenting concern and referral source. Although there was no indication of a steady increase over time, the percentage of cases referred for procedural concerns nearly doubled from the first quarter (17%) to the last four quarters combined (32%), with a corresponding decrease 
Discussion
This project is unique in its application of process evaluation, a component of mental health services research, to examine the initial implementation of a hospital-based clinic for children coping with medical illness. The implementation issues identihad a single session only. The remaining cases (n ϭ 163) ranged from 2 to 35 sessions, with 95% having 13 visits or less. There was a relatively steady rate of referrals, as indicated by the date of the initial evaluation. Nearly 90% of the children were referred from sources within the hospital. Pediatric specialists referred 57% of the children from the hospital, representing 16 separate departments or divisions. Within the specialty pediatric group (n ϭ 165), urology (26%) and cardiology (18%) made the highest number of referrals. The psychiatry group referred 25% of the children from the hospital. The primary pediatrics (13%) and support services (5%) groups made the least number of clinic referrals.
Factors Affecting Service Use and Referral Patterns
Child Seen for Services. Because there were so few cases referred by the primary pediatric and support services groups, referring comparisons were conducted using the specialty pediatric and psychiatry groups only. Referrals from specialty pediatrics were less likely (69%) to be seen than those from psychiatry (82%; 2 [1, 237] ϭ 4.20, p Ͻ .05). There was no significant difference in likelihood of keeping an appointment based on presenting concern category or time of referral.
Number of Sessions. Length of services was examined only for those cases that had completed treatment during the study period (n ϭ 213). When divided into two groups, those with a single session and those with more than one session, children referred for procedural concerns (34%) were more likely to have a single session than children referred for chronic illness (17%; 2 [1, 213] ϭ 5.26, p Ͻ .05). There was no significant difference between the other concerns group (24%) and the procedural or chronic illness groups. A complete review of these cases indicated that information regarding the reason for a single session was not consistently documented. However, most of the children referred for procedural concerns were seen for a single session prior to the procedure date, intended as a one-time treatment consult. Documented reasons for a single session only in the chronic illness and other concerns groups included not appropriate for clinic services, transfer to another psychiatry service in the hospital or community, parental decision not to follow through with services, or need for treatment not indicated at the time. For this latter case, an example would be a family in crisis during a child's fied in this study have been used to shape the direction for the clinic by increasing the specialization of clinical services, building collaborative relationships with referring providers to improve service utilization, developing criteria for referral decision making, and integrating the Medical Coping Clinic services with hospital medical departments. Specific examples of current projects stemming from this evaluation are given below, followed by a discussion of the limitations of the evaluation and clinical and research implications.
The clinic was designed to offer preventive interventions and treatment to children and families facing medical stressors. Many children seen in the clinic did not meet DSM-IV criteria for psychiatric disorder but were instead experiencing milder emotional, behavioral, or developmental issues associated with their medical condition. A multidisciplinary staff familiar with the issues affecting families facing physical illnesses provided interventions ranging from behavioral to psychoeducational to medication treatments. Due to constraints such as limited staff and budget, the central goal of clinic development was not growth in overall patient volume per se but the specialization of services according to identified clinical needs within the hospital.
Three issues were documented that could affect the viability of such a specialized clinic. First, the presenting concerns of within-hospital referrals, primarily for emotional and behavioral issues related to having a chronic physical illness or for help with medical procedures, suggest that an appropriate patient population was referred to and seen through the clinic. Second, the finding that the majority of referred cases were seen at least once also underscores the clinical need for such specialized services and the willingness of most parents to seek them. Third, although volume growth was not a goal for the Medical Coping Clinic, the issue of revenue generation is important to the ongoing viability of mental health services. Successful training and research in an academic institution often necessitate lower clinical volumes and, as a result, lower revenue. One potential solution to this dilemma is to contract directly with medical or surgical services to provide payments for behavioral health consultation. After experiencing the value of Medical Coping Clinic services, several hospital departments expressed interest in formalizing programmatic collaboration, and one department contracted for consultation services by funding a portion of a postdoctoral fellowship in psychology.
More than half of the hospital referrals came from pediatric specialists, who were more likely to refer patients for procedural concerns than for chronic illness or other concerns. Although patient growth remained fairly steady over the review period, the rate of referrals for procedural concerns nearly doubled after the first quarter. This information on referral patterns, along with the recognition of the within-hospital need for procedural preparations, was used to direct the allocation of clinic resources to the development and implementation of responsive and accessible interventions. To reach the broadest audience, a parent manual designed to help children cope with medical procedures was developed (Van Horn & DeMaso, 1998) . The manual was used as a tool in treatment, but was also made available to families not seen in the clinic. In addition, a single session group and one-time individual consults were offered to parents whose children were facing medical procedures. These interventions were developed in collaboration with pediatric specialty staff, the primary referral source within the hospital. A particular point was made to provide the manuals and information about the parent group to the family resource center staff, who were in the group that made the fewest referrals.
The results suggest that families were less likely to follow through with referrals made by pediatric specialists than for referrals made by mental health providers. Importantly, this lower rate of followthrough may be an underestimate, as parents who were referred to the clinic but did not contact the psychiatry intake office were not included in these analyses. All cases included in this evaluation had at a minimum contacted the intake office to schedule an appointment. Increased likelihood of followthrough with referrals from mental health providers may have been related to previous or current beneficial experiences with other mental health services. Mental health referrers may have also more accurately identified patients' current psychosocial needs, as compared to medical providers and support staff.
To gain further information on actual referrals and referral decision making, a departmental case study has been added, which uses a clinic staff member as a direct liaison to the urology department, the pediatric specialty department with the most referrals. Qualitative interviews have focused on referral decision making by medical providers and staff. A brief, readily administered measure was designed to screen for risk of medical distress and identify children who might benefit from preven-referral information and service utilization for use in future evaluations.
A second limitation is the lack of involvement of all relevant stakeholders, broadly defined as individuals affected by the program. For this clinic, the group of stakeholders would include clinic staff, hospital administrators, hospital medical providers, support staff, and children and their families. Involvement of stakeholders in all stages of an evaluation, from development of research questions to dissemination of results, has been suggested as a valuable way to increase the validity and utilization of an evaluation (Kelley et al., 2000) . For example, in this study, child and family perspectives were missing. It will be important to include them in further evaluations, particularly regarding followthrough with referrals. Although this study also did not include medical providers and department staff in the initial record review, the ongoing process evaluation includes active collaboration with various hospital staff.
Clinical and Research Implications
The ongoing process evaluation is being used to provide an empirical basis (e.g., Jensen et al., 1996) to identify and refine measurement needs for intermediate outcomes (e.g., more specific information on referral sources) and potential mental health outcomes (e.g., child's functioning status) for further research on clinic process and effectiveness. The goal of this study was to provide an example of the application of a process evaluation approach to investigating the development and implementation of a mental health clinic in a pediatric setting. Although such factors will be unique to each clinic, it is important to understand their influence on access to, provision of, and effectiveness of mental health interventions in pediatric settings (Kelleher, 1999) . Aside from those presented here, other important process variables would include information on interventions used, premature terminations versus treatment completion, linking length of services to individual and system variables, and others. Such implementation monitoring can serve as a strategy to strengthen internal validity (e.g., Bickman, 1992) of future outcomes evaluation.
Incorporating a mental health services research agenda in pediatric settings can be challenging, for by definition a clinical program's primary goal is the provision of services. In an academic environment, this hospital-based clinic established the evaluation of their clinical interventions as an equally importive interventions prior to procedures. The clinical utility of the measure, including its usefulness in making decisions about referrals, is being examined as part of a collaborative quality improvement initiative with referring providers. In addition, the feasibility of implementing a streamlined referral management system, which would provide information on all referrals regardless of whether the parent contacts the Medical Coping Clinic, is being examined.
The lowest rate of referrals to the Medical Coping Clinic came from primary pediatric and support departments. This may indicate a lower need for services, given that primary pediatric departments, particularly those in a large tertiary care center, may be less likely to encounter children with chronic health conditions. However, the low rate of referrals may also represent a lack of broad integration of services throughout the hospital. Modified focus groups are being planned, consisting of structured in-service training sessions by clinic staff and serving two potential goals. First, the meetings could provide an opportunity to collect data pertaining to referral decision making and perceptions of need for clinic services. Second, they could increase knowledge of clinic services, which may be a factor in the low referral rates.
Limitations
Reliance on record review is a significant limitation, given that records are often missing or incomplete. For this study, there was a 12% rate of missing or incomplete records from the compilation of the three different data sources. Important variables (e.g., medical diagnosis, reason for termination) were not available in the records reviewed. However, given that most programs keep records, their accessibility increases the feasibility of conducting descriptive evaluations, given the limited resources typical of "real world" clinical settings (National Advisory Mental Health Council, 1999) . Furthermore, program records provide continuous information over long periods, particularly well suited to the purposes of a process evaluation, as opposed to one-time studies (Weiss, 1998) . Conducting a process evaluation using existing records can also assist in clarifying documentation needs and improving record keeping in the future. For example, in this evaluation, information regarding lack of followthrough with a referral or reason for a single session was often not available. Current efforts are under way to expand systematic documentation regarding tant second goal. In addition, the clinic had a mandated requirement to respond to the hospital's quality improvement directives. As is occurring nationally, these directives are increasingly requiring programs to go beyond the mere provision of clinical service to studies that essentially promote intervention and outcome research. Thus, both due to its own academic mission as well as the need to respond to an external mandate, the Department of Psychiatry has supported the development of a research agenda in the clinic. The clinic directors identified the need for a postdoctoral fellow with dedicated nonclinical time to assist them in the development and implementation of the clinic's field projects. In addition, volunteer graduate research assistants have been used to collate data and enter them into computerized data sets.
Our findings suggest that the use of process evaluation as an intervention research tool in pediatric settings is both feasible and informative in guiding the strategic development of a clinical program, while operating within reality-driven resource constraints. Several of the barriers to conducting studies of "real world" interventions in pediatric settings (e.g., Drotar, 1997; Kelleher, 1999; Kelleher & Long, 1994) can be addressed by using a process evaluation approach. Furthermore, the findings are representative of the types of system-level factors important for any program in developing respon-sive clinical and research agendas. The utility of process evaluation as a research tool has been acknowledged in other fields, such as health care (Brownson et al., 1997) , teenage pregnancy riskreduction programs (Devaney & Rossi, 1997) , and child and adolescent mental health services (Kelley et al., 2000) .
By no means should process evaluation be taken as a substitute for outcomes or effectiveness research. Instead, it should be viewed as an integral part of the comprehensive evaluation of a complex system. Clinical interventions in pediatric settings are dynamic entities, having to adapt continuously to meet changing needs and conditions. Mental health services research must be flexible and responsive to clinical needs yet also maintain scientific integrity.
